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October, 1932: no vertigo; ear dry; pain around ear very severe and intractable. Ordered bromide, strychnine and thyroid (Dr. Trist). Pain persists to date. Dic?U88ion.-Mr. SOMERVILLE HASTINGS said that many years ago he had learned from the late Mr. Mark Hovell the value of pilocarpine given by the mouth in the treatment of chronic catarrhal deafness with giddiness. He (the speaker) gave it in doses of from a hundredth to a fiftieth of a grain thrice daily, and in from 70% to 80% of the cases it either completely cured the giddiness or greatly relieved it, though it had no effect on the deafness or the noises.
Sir JAMES DUNDAS-GRANT said that he attributed the relief of the vertigo to the ossiculectomy, and referred to a case of his own in a wan, aged 57, with attacks of vertigo. He had recently had attacks every day, lasting for thirty seconds. He fell towards his deaf side. The cold air test showed that the labyrinth was still active. The ossicles were fixed, and galvanic tests normal, there was a slight relief from quinine, but with a feeling of increasing deafness. Ossiculectomy was performed in February, 1931. Since then he had had no further giddy attacks. The hearing in the right ear was unaltered. The stapes had been partially immobilized by cicatricial tissue. Fixation of the stapes by the immobile malleus and incus was the mechanical condition on which the vertigo depended.
In Mr. Watson Williams' case the meatus was inflamed, but he (Sir James) thought this was only an intercurrent condition and not responsible for the pain, for which -no organic cause was evident.
Mr. R. A. WORTHINGTON said that this patient had been under his care in the Devon and Exeter Hospital three years ago. He lhad not operated as he believed that the pain was mainly functional. There was nothing physical to justify pain over the mastoid: and exploration had not relieved it although she had some remission after ossiculectomy was performed.
Mr. P. J. JoRY said he agreed that there was a functional element in this case, but he thought there must also be something physical. The patient looked hysterical, and the palatal reflex was absent; also she seemed gratified by the amount of attention she was receiving during examination.
Mr. E. WATSON-WILLIAMS (in reply) said that the patient's visual fields were limited to a 200 circle; but although this finding had been repeated, the ophthalmologist did not feel convinced that it was a true one. The xight antrum was slightly more opaque than the left, but this was not considered sufficient to explain the origin of the pain, and it was the pain that continued to worry her. Dr. Trist had said he was sure that this was not functional, and it was true that there was a physical basis for her troubles. He had been averse to perform a mastoid operation, as the end-result might be a painful scar. Mr. HUGH JONES pointed out that as the patient sat in the next room, without any experimental stimulation of the labyrinths, one could note a definite horizontal jerking of the eyes, to both right and left, while there was no "ocular " or " pendulum " nystagmus present-either horizontal or rotatory.
The PRESIDENT said that the only case he could recall in which there was ocular -nystagmus was a spontaneous nystagmus in an albino. By caloric tests one could elicit both a vestibular and a static disturbance as well. In the present case, apparently, it was the ocular type of oscillatory movement which was elicited by the vestibular test.
